Health promotion and disease prevention activities should be carried out by all health care professionals. These activities are especially important in the Newly Independent States (NIS) of the former Soviet Union where resources are not available to meet all health care needs. Little is known about actual health risks among health care professionals in the NIS. Such self knowledge is important to link professional's prevention activities to risk factors for disease. To determine the prevalence of selected health risks of health professionals in Tbilisi, the capital of the NIS Georgia, a survey was conducted in 1996 with a convenience sample of 107 physicians and nurses.
H ealth promotion and disease prevention activities are of primary importance to the well being of populations as a whole. This is especially true in countries with few resources to expend on health care activities in general. The newly independent country of Georgia has embarked on a health care reform program which recognizes the importance of these activities and has included health promotion and disease prevention in the package of services it will deliver to its citizens. With little money to spend on any service, its leaders must prioritize their health proble3ms to invest a portion of the resources they do have into activities that yield a high return in terms of the health status of their people.
BACKGROUND
The ancient country of Georgia is located in the Caucasus Mountain area between the Black Sea and the Caspian Sea. A country of some 5.4 million people, Georgia was formerly a satellite of the USSR before gaining its independence in 1990. Though most people can speak Russian, Georgians prefer to use their own language and alphabet. Now classified as a "Newly Independent State" (NIS), Georgia has faced and is facing economic hardships brought on by the crumbling of the Soviet Union and the communistic system on which its economy was based.
Though evolving slowly to a more "western" system, the education of health professionals in Georgia is still based on the model prevalent in the former USSR. Physicians enter medical school immediately after secondary school and spend 7 years there with little clinical training. Nurses enter technical education programs out of either the ninth or the l lth year of secondary school. Programs are 2 or 3 years long depending on the year entered. Nurses are trained to assist physicians, not to educate or advocate for clients, and enter the work force with a clinical knowledge level approximately that of an American nursing technician (Wold, 1994) .
In the country of Georgia the practice of occupational health nursing does not exist as it is known in the United States. Lacking resources for health care in general, occupational health services are inadequate or non-existent in some locales. Georgia has inherited the fragmented health care system of the former Soviet Union, a highly specialized system focused on illness care (Atun, unpublished data) .
Health problems of all varieties are increasing in the NIS. Compared to the overall adjusted death rate for the United States and Western Europe of 800 and 900 per 100,000 respectively, the rate for the NIS is greater than 1,000 per 100,000 (Palmer, 1997) . Most disturbing is the problem of cardiovascular disease. Cardiovascular disease remains the single, largest disease category for mortality worldwide (Jamison, 1993) . According to data gathered from the World Health Organization (WHO) MONItoring trends in CArdiovascular diseases (MONI-CA) project, the broadest international collaboration in cardiovascular disease (CVD) to date, mortality from cardiovascular disease is attributed primarily to smoking, hypertension, and obesity (Bothig, 1989; Labarthe, 1998) . "The WHO MONICA project will soon report data on trends in major risk factors from the mid 1980s to the mid 1990s from some 40 countries" (Labarthe, 1998) . Ginter (1995) compared CVD data gathered in 15 communist and 25 democratic countries and found that mortality rates from CVD per 100,000 were significantly higher in males and females ages 35-64 in the communist countries. Using regression analysis, Ginter (1995) determined several risk factors were significantly higher in the communist countries. Among these were a higher smoking rate among men (48% versus 36%), a higher rate of hypertension in both men and women, with women's hypertension almost double the rate of women in democratic countries (16.5% versus 9%).
In Ginter's (1995) comparison of communist and democratic countries, the prevalence of female obesity was almost double in the communist countries. Palmer (1997) described the deficiencies and excesses in the nutritional patterns of the NIS. Although salt intake has increased in the NIS in the form of highly salted foods, there is a problem with iodine deficiency (in Georgia specifically) because salt is not iodized. Fat intake in the region has nearly doubled in the past 50 years and now accounts for between 40% to 45% of calories, with 70% to 80% of this intake saturated fat. In the Russian Federation, heart disease mortality is 30% higher than in the United States. The rate of motor vehicle accidents (MVA) is twice that of the United States, and stroke mortality is five times that of the United States (National Center for Health Statistics, 1995) . Currently, average life expectancy for all of the NIS of the former Soviet Union is considerably less than that of other developed nations (Palmer, 1997) .
In the country of Georgia, it is estimated that 73% of total mortality in 1993 was from CVD, an increase of about 8% from 1990 (Kobaladze, unpublished) . In Georgia, as in many other of the NIS, high tobacco consumption, sedentary lifestyle, poor nutrition, and high stress levels are due to lifestyle changes that have taken place since the dissolution of the Soviet Union. Much can be done to reduce the incidence of CVD in this country through lifestyle changes alone.
According to World Bank assessments of the health care system in NIS Georgia, the many physicians (higher per capita than any country in the world) and nurses in Georgia receive training based on the illness model. All health care is essentially hospital based (Dirks, unpublished data) . The education of nurses has lacked any focus on client education or other prevention techniques. Nurses are seen primarily as aids to physicians instead of client advocates. As health care moves into primary care settings, health care workers need to carry the message of health promotion to the Georgian people. This change to a prevention based health care model requires changes in medical and nursing education and practice (Wold, 1994) . Health care workers, particularly physicians and nurses, are role models for their clients (King, 1994) . Self knowledge should be a prerequisite to informing clients about better personal health behaviors (Pender, 1996) .
Since the dissolution of the USSR, there has been little research conducted to assess the population in terms of actual health risks of individuals (NCHS, 1995) . In the United States, one method used to determine individual and aggregate health risks is the health risk appraisal (HRA) (Gomel, 1993) . The typical HRA is self reported and examines personal health behaviors, family history of disease, and other risk factors. Data, such as height, weight, blood pressure, or serum cholesterol, can be self reported or measured by the researcher (Bryson, 1996) . This information is entered into a computer program which then calculates a risk age for the individual. A computer print out supplies information to the individual concerning mortality risk for people with the same risk factors and also provides information on ways to improve
Objective Data
In terms of clinical measures adding to higher risk factors for participants as reported by the HPHRA analysis, >78% were more than 10% over their ideal weight; 27.3% of those were >20% overweight. Normal blood pressure for this report was considered to be less than 140 mm Hg systolic and less than 90 rom Hg diastolic. Of the
RESULTS
Of the 107 reports entered into the HPHRA program, 8 were not useable. The program requires as requisite information, age, gender, height, weight, and smoking behavior. If anyone of these data items is missing, an analysis of risk age cannot be calculated. Population averages are used on other questions which may be left unanswered by the participant. Interestingly, most nurses responding stated on the HPHRA that they were college graduates, although nursing programs do not exist in the higher education setting in Georgia.
verted to BMI measures as described in Healthy People 2000 (USDHHS, 1995) . Blood pressure was measured using an aneroid sphygmomanometer and a stethoscope. Guidelines from the Sixth Report of the Joint National Committee on Prevention, Detection, Evaluation and Treatment of High Blood Pressure (1997) were used to interpret the blood pressure measures. Total cholesterol was measured using a finger stick method to collect the blood sample required. A sample analysis was performed with the Cholestech LDX. The Cholestech LDX has been waived by the Federal CLIA Standards for proficiency testing. The State of Georgia (USA) Clinical Guidelines require proficiency testing. These testing regulations have consistently been met by the researchers. Clinical Laboratory Improvement Act (CLlA) guidelines and protocols were followed and the researchers were certified by CLIA (National Committee for Clinical Laboratory Standards, 1992). Interpretation of cholesterol screening results were based on guidelines from the Expert Panel of Detection, Evaluation and Treatment of High Blood Cholesterol in Adults (1994). Researcher measured data for height, weight, blood pressure, and total cholesterol were added to the HPHRA. Data were taken back to the United States to be analyzed. 
METHODOLOGY

Sample
In 1996 in Tbilisi, the capital of Georgia, 107 health care workers were given an opportunity to complete a health risk appraisal and have their total cholesterol, height, weight, and blood pressure measured. Fifty-three nurses who were attending a continuing education workshop on Nursing Leadership, and 57 physicians who worked in a clinic in the building in which the meeting was held, participated in data collection activities over a 3 day period. The Figure shows demographic data on age and gender. The final convenience sample consisted of 80 females and 19 males. The sample was 80% female. All nurses were female and 60% of physicians were female. Fifty-one percent of the sample were >36 years of age, while 12% were >56 years of age. All participants were white. lifestyle to reduce health risks (Gazamararian, 1991) . The computer printout provides a basis for individual health education which can be combined with counseling about health risks to facilitate behavior change (Pender, 1996) . For this reason, a health risk appraisal project was implemented to determine the level of health risk among a sample of health care workers.
Measures
The Healthier People (formerly the CDC/Carter Center HRA) Health Risk Appraisal (HPHRA), version 4.0 (1994) was used to elicit health risk information. Its validity as an instrument to measure high risk behavior and monitor health behaviors has been tested and demonstrated to be reliable and scientifically dependable when it is updated periodically with population based mortality and risk behavior data (Amler, 1995; Kreuter, 1995; USDHHS, 1995) . Both the 43 question HPHRA and the participant consent form were translated into the Georgian language by a native speaking Georgian with a working knowledge of American health care and a PhD in languages. Face validity of the HPHRA translation and the consent form was established by a panel of English speaking Georgian nurses and physicians. Although the HPHRA is actuarially based on American health care norms, the researchers believed that it was an effective data collection tool and also provided interesting insights as to how Georgians compared to Americans in terms of health risks.
The HPHRA sets norms for all values measured and uses the Metropolitan Life Insurance table for height and weight measurements. The HPHRA sets ranges for total cholesterol based on the classification guidelines of the National Cholesterol Education Program. The ranges set for systolic and diastolic blood pressure are based on the classification guidelines of the National High Blood Pressure Education Program (Amler, 1995) . Values outside the accepted ranges in the HPHRA were considered abnormal.
After completion of the HPHRA, participants were weighed and their height measured with their shoes removed. Interpretation of height and weight were con- 
Subjective Data
Behavioral Risk Factors. Based on the 4 year cultural contact of the researchers with this population, the self reported behavioral risk factors turned out to be lower than expected. Literature related to HPHRAs suggests there is usually some under-reporting of information considered to be socially unacceptable behavior such as smoking (Killeen, 1989; Pender. 1996) . Although smoking has historically been socially acceptable among all Georgians, these health care professionals were familiar with the Americans' disapproval of smoking and thus may have not reported actual smoking habits. As shown in Table I Preventive Measures. Finally. personal health perceptions are addressed in the HPHRA and are presented in Table 3 . Sixty-six percent of respondents perceived their health as fair or poor, while 36% had two or more risk factors for cardiovascular disease. Seventy-four percent of the respondents were dissatisfied with their lifestyle, 74% had witnessed or been involved in a violent incident in the past year, and 25% had experienced one or more serious losses of family members or other close friends in the past year.
DISCUSSION
This descriptive study is a first step in understanding how health care professionals in the United States may assist developing countries to improve health and health care. Information about the health, health behaviors, and health perceptions of the individuals responsible for delivery of health care provides a springboard for professional development. For the country of Georgia, at this point in time, the findings of many of these questions are to be expected. The group summary report of the HPHRA revealed risks greater than the U.S. national average for seatbelt usage, satisfaction with life, exercise. blood pressure, smoking, weight, and alcohol consumption. Cholesterol level was the only measure below the U.S. national average.
Lifestyle in the NIS is complicated by political and economic turmoil that makes healthy behaviors difficult to achieve. However, data gained from the 99 professionals screened point to the need for education in both health promotion and disease prevention for all health professionals. Questions related to preventive measures provided data that are important to the total preventive effort of the national health care system reform movement. Health care professionals need to practice preventive measures and be able to teach these methods to their clients. For example, the practice of self breast examination is vital to the prevention of breast cancer in the absence of available mammography.
As Georgian health care workers become aware of their own health risks and the importance of role modeling for their clients, they will be able to impart valuable information about improving health through behavior change. As nurses assume their position in the new Georgian health care system, it is vitally important that a health promotion and disease prevention curriculum be included in their educational programs. Over time, health promotion and disease prevention activities will save both precious monetary and human resources and make Georgia a healthier country in which to live and work.
Health is a global issue and American health professionals are concerned about the dramatic differences in the health of populations world wide. International travel and immigration of populations are occurring at an accelerating rate. Understanding the health care practices and problems of other cultures is important for occupational health nurses as they encounter and work with individuals in a global economy.
